Two patients both with inflammatory bowel disease (IBD) and ankylosing spondylitis (AS) developed leucocytoclastic vasculitis of the skin and nephropathy. Immunofluorescence studies showed that there was perivascular deposition of immunoglobulin A in the skin biopsy specimens of both patients and in the renal mesangium of one patient. 
and was treated with rectal steroids and oral sulphasalazine. A subtotal colectomy and ileostomy were performed three years later because ofpersistently active colitis. Histological examination of the resected colon showed extensive inflammation, but a classifying diagnosis could not be made. Five years later the rectum was resected because of persistent rectal blood loss due to proctitis.
Aged 25, he visited the rheumatology outpatient clinic because of lower back pain and early morning stiffness, both of which improved on exercise. Movement of the lumbar spine was restricted in three planes and radiography showed bilateral sacroiliitis. He was negative for the HLA-B27 antigen. An exercise programme was advised and non-steroidal anti-inflammatory drugs were prescribed.
By the age of 35 he was admitted because of painful skin lesions on both legs and fever. Blood pressure was 125/80 mmHg, pulse rate 84/minute, and the temperature 37-5°C. On his left leg purpuric skin lesions were seen which were painful on palpation. Selected laboratory investigations showed an erythrocyte sedimentation rate (ESR) of 44 mm/first hour, a haemoglobin concentration of 132 g/l, and white cell count of 10 7x 109/1. Serum creatinine was 93 itmol/l, total protein 84 g/l, albumin 51 g/l. 
